with regard to death under the anaesthetic, to tell them of the thrills of modern anaesthesia, which began in 1947 with the era of paralysing patients, compared with the previous practice of having them dangerously deeply asleep, and then using a magic drug to reverse the effects of the relaxant so they woke up very quickly.
The modern anaesthetist is a scientific animal and often quite a shy type of person, so perhaps he hasn't such a natural "gift of the gab" with which I was endowed. Even I can be floored completely by the occasional patient who grasps his open book firmly at 8.00 p.m. on a Sunday and more or less views me as an intruder on his privacy, rather than a "messenger from the Gods".
So we now have the task of obtaining scientific information and meeting the emotional needs of the patient. First, I check the name of the patient, the surgeon, the operation (especially which side), and the time. This is reassuring to all and incidentally avoids the embarrassment of interviewing someone else's patient. Close relatives are invited to remain for the interview. Personally I regard it as essential for many reasons that a member of the nursing staff accompanies me on my round sometimes the patients have "gone missing", for example, and the nurse can chase them up. I then explain the need for a complete check, uncovering the patient and pointing out that the ankles will tell me a good deal about his heart, and that I am responsible for his wellbeing from "top to toe". This seems to be a valuable exercise in relaxing patients and overcoming a moment of awkward silence. I tell them I must know if they have a wooden leg or not, and why, if I am to perform my task responsibly. Usually this relaxes them and they laugh. A quick glance gives assessment of peripheral circulation, varicose veins, and latent ulceration.
Then come the usual questions with regard to drugs, previous illnesses, colds, smoking, teeth, diabetes, blood pressure, heart troubles, exercise tolerance, liver troubles and finally drug reactions and allergies to previous anaesthetics and other things. Most patients will say "none", until I ask them specifically, with regard to vomiting or itchy spots, and then they will say, "Oh yes -I didn't realise that is what you meant." They are then reassured of the wonders of anti-emetic drugs and nonbarbiturate anaesthetics if indicated.
Then I give the patients leg exercises, and really check they are doing them, and then quadriceps exercises, then working up to diaphragmatic respirations to help them relax. At this time I order extra pillows for prevention of ulcers on legs, cradles for people with sore toes, and warn the nurses that an ulcer on the lower leg may take six months to heal. I also emphasise the dangers of deep vein thrombosis -"clots", and tell them they are not in hospital for a rest, but to get fit. "Didn't you know it was dangerous to go to bed -in more ways than one?" Many laugh, especially the young ones. A quick glance at shape of jaw, neck and teeth are the next items, looking for caps or chips on patients' own teeth and any loose ones, particularly in children. I have quite often tweaked a loose tooth out for the fairies in a six-year-old who is continually playing with it with his tongue and wants to be rid of it. Dentures are always left in position. About 30 years ago I learnt that endentulous patients were not cheerful and relaxed when arriving in the operating theatre and I have had the dentures removed only on rare occasions since then. And don't forget the glass eye! Domestic chores include arranging for more blankets if toes are cold, or less if hot and sweaty, making sure they know where the light and bell switches are situated and that there is a globe in the reading lamp. I note whether they have something to read and that retinal detachment patients have a radio and, if not, I make arrangements for these things.
I discuss intravenous therapy, particularly if taking blood for matching, and reassure the patient that it is routine to "put up a drip" in long cases. "Don't be alarmed if you wake up with a drip in." I write the notes by the bedside, so that any matters worrying the patient can be brought forward, such as "How painful?", "How disfiguring?", "How long will it take?". I try to reassure them if possible. Scoline pains and postoperative tiredness can be explained.
Children require special attention. Their fears must be allayed, fears which are mainly of the unknown. They require simple explanations such as "puffing up the magic sleeping football". Assure them they will be awake in no time, as soon as the hurting part is over, and Mummy will take them home as soon as they are well enough. I have standard signed orders for oral sedation on admission, aiming to have a relaxed child settling in to strange surroundings, ready for the preoperative visit and for the imminent departure of parents.
Day-only patients cannot be investigated, assessed or reassured adequately. Day stay surgery is an unfortunate development and is a matter which requires understanding and discussion between surgeons, anaesthetists and hospital administrators.
Finally, it seems a pity that a threat to the insurance rebate should have been necessary to motivate us into a thorough discussion of what is required for an adequate preoperative visit.
